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There are various types of pseudo-tumours and
traumatic pseudo-tumour is one of them. We pre-
sent here a case of a young footballer who presented
with an acute knee injury which on MRI was suspi-
cious of a soft tissue sarcoma but later proved to be
a pseudo-tumour.Case report
A 22-year-old footballer presented to Casualty fol-
lowing an acute tackle. He was unable to weight
bear on the right leg following this injury. The left
leg was normal.
On examination his right knee was swollen with
an effusion. X-ray revealed no bony injuries. He was
sent home in a splint and given a clinic appointment.
Suspicious of an intra-articular soft tissue injury a
MRI scan was also arranged which was done 3 days
after the initial injury.
His past medical history did not reveal any major
illnesses. He was essentially a fit youngman who had
been playing regular football for about 6 years. He* Corresponding author at: Aberdeen Royal Infirmary, Forester-
hill, Aberdeen AB25 2WA, UK. Tel.: +44 1224 552517;
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tackles causing some injury to his right knee but
none so acute as to warrant hospital evaluation as
the current one.
The MRI revealed a tear in the medial meniscus.
In addition an infiltrating lesion was also noted in the
popliteal fossa (Figs. 1—4). This appeared to arise
from the synovium at the posterior aspect of the
intercondylar notch with infiltration of fat around
the popliteal vessels. The mass did not infiltrate
muscle. The mass was isointense to muscle on T1-
weighted imaging with areas of high signal and had
high signal on T2-weighted images. It also had high
signal on coronal STIR. Based on these images a
possibility of a synovial sarcoma or similar malignant
soft tissue tumour was raised.
Following these MRI findings the patient was
taken for surgery. A posterior approach to the popli-
teal fossa was used with the intention of taking a
biopsy from the mass lesion seen on MRI. The soft
tissues around the knee were extremely friable and
inflamed. An ill defined, inflamed soft tissue mass
was seen the nature of which was not very clear.
Biopsy samples were taken from this mass and sent
to the laboratory.
On histological section (Figs. 5 and 6) the speci-
men appeared to be a lymph node which showed
extensive adipose replacement with a thin rim of
lymphoid tissue at the periphery and features of
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Figure 1 Sagittal T1 knee.
Figure 3 T2 axial knee.
Figure 4 Axial STIR knee.chronic ischaemia which included peripheral sinus
sclerosis with focal haematoidin deposition. The
vessels in the fatty tissue showed prominent sclero-
sis with endarteritis obliterans in the arterioles.
Several venules showed recanalisation of probable
previous thrombotic occlusion. No evidence of
malignancy or stromal proliferation was found.
The patient was treated conservatively and made
an uneventful recovery with complete resolution of
the lesion over the next 2 months. He has been in
good health since then.Figure 2 Coronal T1 knee.
Figure 5 Section showing residual lymphoid tissue, fatty
replacement and recanalisation of thrombosed blood ves-
sel (H&E; 200).
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Figure 6 Section showing residual lymphoid tissue and
extensive recanalisation of thrombosed blood vessel
(H&E; 200).Discussion
Pseudotumours have been described in various
backgrounds. The commonest of these is inflamma-
tory pseudotumour.3 This particular case did not
have the features of inflammatory pseudotumour
but rather had evidence if ischaemia and infarction.
Other lesions mimicking sarcoma in the knee
have been described. These include calcific hae-
morrhagic bursitis14 and pigmented villo-nodular
synovitis.15 Malignant lesions mimicking benign
lesions in the knee have also been described. These
include intra-articular calcifying synovial sarcoma
mimicking synovial chondromatosis.5 Soft tissue
sarcoma in the form of Rhabdomyosarcomamimick-
ing acute leukaemia have also been described.6
Stacey et al.13 describes a host of soft tissue lesions
detected on MR imaging of knee in patients with
suspected internal derangement. Lymph node
infarction has been described in a background of
granulocytic sarcoma,7 infectious mononucleosis,8
lymphoma16 and gold therapy.12 Superficial lymph
node infarction has also been described.4,11 Seg-
mental lymph node infarction following FNA2 has
also been described. Benisch and Howard1
describes two young men with massive lymph node
infarction. Both of them had fever and lymphade-
nopathy and a viral cause was suggested. Our
patient had no such history and was completely
well systemically. He also did not give any history
of a popliteal swelling.
Post-traumatic pseudotumour has also been
described in a background of trivial trauma e.g.
giant cell reparative granuloma of bone or tangible
and documented injury e.g. myositis ossificans.
Some idiopathic cases have also been recorded.4The findings in this case were not considered typical
of inflammatory pseudotumour.13
The appearances here were considered to prob-
ably have arisen from multiple traumatic episodes
resulting in lymph node infarction. These minor
traumatic episodes probably caused a degree of
ischaemia at the soft tissues suggested by peripheral
sinus sclerosis with focal haematoidin deposition
and prominent sclerosis in the vessels in the fatty
tissue showing endarteritis obliterans in the arter-
ioles. This was also confirmed by the venules which
showed recanalisation of probable previous throm-
botic occlusion. Based on this background was an
acute injury in the form of a tackle which caused a
medial meniscus tear resulting in attention being
sought for the knee.
Synovial sarcoma commonly arises in close rela-
tion to joint capsules, tendons and bursae.17
Usual presentation is with pain and functional
impairment. Plain films are not often helpful
unless there is calcification which occurs in up to
a third or bony destruction. On MR the mass is
isointense to muscle on T1WI with areas of high
signal on T2WI.9,10 In this case the heterogeneous
appearance on MR was suspicious of a malignant
process. The acute onset of symptoms was how-
ever in favour of a benign pathology.
As per current literature this is the first reported
case of post-traumatic lymph node infarction pre-
senting as an inflammatory soft tissue mass which
mimicked a synovial sarcoma on MRI.References
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